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Honors Thesis Abstract
The focus of this research paper is to better understand obsessive compulsive
disorders, also known as OeD, in children and adolescents. I feel that in order to teach
children and adolescents with OeD we, as teachers, need to understand the disorder.
I want to be able to help students that may be in my classroom with this disorder.
If I understand the disorder I can find the best way to teach the student. I will also be able
to help the other students in the class to understand what that child is going through.
This capstone project will assist me in understanding what the different signs and
symptoms are, the causes if any, what types of treatment are available to the children and
adolescents, the common behaviors the children may exhibit, the process of diagnosing a
child with OeD, and what teachers can do in the classroom, by reviewing different
literature.
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Introduction
Pages 1-5

o for Obsession,

again and again
C for Compulsion- causing me pain
D for Disorder as wires are unspun

o Once more

as a rituals redone
C through Confusion as thoughts are unclear
D is for Dreams, stolen by fear

o is for Out there,

somewhere out there
C is for Ceasing, stop if you dare!
D is the Doubting, not really sure

o is for Over, and over once

more
C is for Counting- how many times
D I must Do it, the decision's not mine

o is so Often,

hands are all sore
C is for Clean 1,2,3, maybe 4
D is for DON'T, don't do it again
Oh- Out of control, so more of the same!
By: Sani (a teenager with Obsessive Compulsive Disorder)
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Obsessive Compulsive Disorder also called OCD, falls under the category of
anxiety disorder. It was once called "obsessional neurosis" because it seemed that anxiety
was brought on by the obsessions and compulsion. According to the Diagnostic and
Statistical Manual of Mental Disorders or better known as the DSM-4, mentioned in
Jenike's article, states that "to be diagnosed with OCD a patient must have either
obsessions or compulsions that are a significant source of distress or that interfere with
the patient's social or role functioning" (Jenike, 1998). Obsessions are uncontrollable,
reoccurring, and persistent thoughts, emotions, ideas, or even images that a person may
experience. Children often refer to obsessions as being much like worries. Common
obsessions in children include: fears of intruders, contamination with germs or toxic
substances, or contracting very serious illnesses such as cancer. Compulsions are the
deliberate, repetitive, and exaggerated response to the obsession. A few examples of what
compulsions a child may perform are: dressing and undressing, repetitive washing of the
hands, or checking doors and windows over and over again.
Obsessive Compulsive Disorder is commonly associated with other disorders.
Most commonly, anxiety disorders such as: mood disorders, eating disorders,
hyperactivity, disruptive behavior, depression, learning disabilities, trichotillomania (hair
pulling), nail biting, skin picking, and substance abuse.
The onset of OCD has been found to be related to how severe the disorder is.
"The more severe the OCD is, the faster the onset" (Rachman, 1985). It often begins in
adolescents or early adulthood. "The exact number of children with OCD is unknown,
but it could be as high as one in every one hundred children" (Schlozman, 2002).
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Generally, it will have a gradual onset, but once again, it depends on the severity of the
disorder.
Most importantly this disorder does not discriminate against age, race, ethnicity,
or gender. It can affect anyone at any time. Most children, especially the younger ones,
will not realize there is a problem or will not admit the fact that they do things differently,
sometimes not even to their parents. OCD has been found to develop after a strep
infection in children. It is known as "PANDAS: Pediatric Autoimmune Neuropsychiatric
Disorder Associated with Strep". The average age of onset is about age 1o. "Typically,
113of adult cases began in childhood" (Schlozman, 2002). It has been found that males
are more likely to develop OCD in their childhood years and females are more commonly
diagnosed in their early twenties. In the childhood years one of the factors that may
trigger OCD is stress. For example, starting school, a death of a close family member, or
moving to a new area may stress a child. Individuals with Obsessive-Compulsive
Disorder are often under diagnosed for various reasons; one example is that there may be
another disability that has similar symptoms that the child is diagnosed with opposed to
the OCD.
"OCD was first believed to be associated with individuals with obsessive thoughts
and that they were possessed by the devil. During this time it was common to perform
exorcisms on the individuals with the disorder" (Jenike, 1998). Then it was believed to be
a form of depression. By the twentieth century, it was believed to be the result of
"unconscious conflicts of thoughts and actions being isolated from their emotional
components" (Jenike, 1998). "Today limbic system surgery, brain imaging, genetic
studies, biologic predisposition, psychologic factors, learning history, and mood
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fluctuations have made crucial contributions to the development and maintenance of
OCD" (Rachman, 1985).
There are several different types of Obsessive-Compulsive

Disorders. First there

are cleaning compulsions. Cleaning compulsions are one of the more well known types of
OCD. The individuals that suffer from this type of OCD recognize that what they are
doing may be unnecessary or even ridiculous, but they just cannot help themselves.
People tend to avoid touching possible contaminated objects. Once they have touched
what they believe to be a contaminated object or surface is when they begin cleaning
rituals. These individuals will spend hours cleaning one area of the counter top.
The second OCD type is checking rituals. The individuals that suffer from this
type of OCD are referred to as "checkers". The same as cleaners, these individuals realize
that there is something wrong and what they are doing is silly. They have feelings of
having done something incorrectly. Some of the reasons checkers participate in the rituals
are to make sure that the action is performed exactly the way it should be, so they do not
harm someone in the processes of doing something. They also perform rituals to prevent
a hazard that may cause harm to themselves or someone else.
Cleaners and checkers often suffer from another type of OCD, which is
obsessional thought. There are also people that only suffer from the obsessional thoughts.
The thoughts 'are usually in the form of aggressive, sexual, or religious thoughts.
Then there are those that perform repeating rituals. These individuals are called
"repeaters". They use repetition to prevent disaster. Unlike the other types of OCD
mentioned earlier these individuals usually do not connect their obsessions to their
compulsions.
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Hoarding is an Obsessive-Compulsive

Disorder that is less commonly known.

Hoarders are those who collect objects. "They have difficulty throwing things away for
fear that in the future they may need the item" (Foa, 1991). These individuals are very
comfortable with their behaviors. They do not mind living in the clutter of objects that
they have collected.
The last two types of Obsessive Compulsive Disorders are ordering rituals and
grooming rituals. Ordering rituals is the placing of objects in a specific order. Grooming
rituals are activities that consist of spending hours combing or brushing hair or applying
makeup just right. Children develop rituals or beliefs to protect themselves and loved
ones. Some other examples of children's rituals would be avoiding cracks in the
sidewalk, do to their fear that they might actually break their mother's back. They may
also repeat the same prayer over and over again to make sure that God heard it.

5

Etiologies of OGD
Pages 6-7

The cause of Obsessive Compulsive Disorder is unknown. It is believed to be an
imbalance of Serotonin and Dopamine, which are both brain chemicals. Serotonin is a
neurotransmitter that is thought to help mood, aggressions, and impulsivity.
OCD Foundation researchers suggest that "OCD involves communication problems
between the frontal lobe (front part of the brain) and the basal ganglia (deeper structures
ofthe brain),' (No Author, 1999).
There are three major contributors to Obsessive Compulsive Disorder. The first
one is genetics. Even though it is not believed that genetics is the cause of OCD, it has
been found that when a parent has OCD, there is a slightly increased risk that their child
will develop it. The chances for a child to develop some other type of anxiety disorder
when the parent has OCD also increases. It is hard to estimate the occurrences of
Obsessive Compulsive Disorder in family history because, in the past families did not tell
people. The sufferers had tendencies to keep their disorder a secret, even from other
family members.
The second contributor to OCD is stress. Everyone has some sort of stress in their
lives. OCD suffers do not know how to deal with the stress that they are experiencing.
Therefore, even though stress is not the cause of Obsessive Compulsive Disorder, stress
can worsen the symptoms (National Institute of Mental Health, 2005).
One of the last contributors is infections. Again, even though it is not a cause of
OCD it can worsen the symptoms. The symptoms arise in children following
"streptococcal infection", better known as strep-throat, or other types of illnesses.
There is a misunderstanding that OCD is caused by family problems or attitudes
learned during childhood. Children do not develop Obsessive Compulsive Disorder

because their father lost his job or because one of their parents is abusive. Nor do they
develop the disorder because their parents emphasize washing their hands before every
meal. It has been studied with a Positron Emission Tomography (PET), which scans the
brain, that "people with OCD have different brain patterns than people without OCD and
people with other mental illnesses" (National Institute of Mental Health [NIMH], 2005).
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Signs and Symptoms
Pages 8-9

Obsessive-Compulsive

Disorder can be very difficult for children. There are times

when a child knows that they are thinking differently than other children do. Children
struggle with OCD because of situations such as: having to complete their rituals very
carefully so that they get them just right, while being rushed by others to get the timed
math quiz in, or so they do not miss the school bus.
Mornings and bedtimes are the hardest for children with Obsessive-Compulsive
Disorder. They have to do the rituals in a specific way or order or else they feel they
might have a bad day. Children may have to wake up hours before school to complete
compulsive rituals. At night children stay up late and are exhausted the following day
because they had to finish their ritual before bed as well as, finish homework, household
chores, and/or other responsibilities.
Children with Obsessive Compulsive Disorders are often times irritable and
moody, which is probably the result of not getting enough sleep. "Children and
adolescents with OCD may have many superficial friends and acquaintances but often are
unable to form close personal friendships or have a best friend" (Fruehling, 2004). A
child with the disorder may be stubborn and demanding, especially when it comes to
related issues of OCD, such as their obsessions or compulsions. These are children that
need constant reassurance that they are doing things the right way. They often feel
ashamed about the disorder, which may have an impact on social relationships. Some
children will exhibits what is called ''tics''. Tics are involuntary, repetitive stereotypic
movements. There are two types, one is motor and the other is vocal. Motor tics consist
of eye blinking, facial grimaces, and neck shrugs. A few examples of vocal tics are throat
clearing, sniffing, or grunting.
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Some of the other characteristics of Obsessive Compulsive Disorders are:
•

High degree of stress and or anxiety

•

Chapped hands from excessive washing

•

Frequent restroom breaks

•

Holes in papers from erasing

•

Constantly checking and reviewing

•

Fear of dirt, germs, illness, or contamination

•

Fear of causing harm to self or others

•

Demand for order

•

Checking and redoing school work

•

Collecting things

•

Need to touch things

•

Sexual issues, such as unwanted sexual thoughts, disgust for kissing or hugging
for fear of contamination

•

Separation anxiety

•

Religious obsessions'

•

Takes long time to complete simple tasks

•

Self-injurious behaviors

•

Inability to let go

•

Often sick
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Diagnosing OCD
Pages 10- 12

To become diagnosed with an Obsessive Compulsive Disorder a child must have
compulsions, obsessions, or both that significantly interfere with social or life functions.
The child is first referred to a doctor or physician. Before being diagnosed the doctor
"carefully examines the child's history and conducts a psychiatric diagnostic interview"
(Frueling, 2004). Diagnosing an individual may be difficult because symptoms may
overlap with other disorders. One of the most common overlapping disorders is Tourette
syndrome, especially if the child exhibits tics (involuntary movements). Therefore, the
doctor must filter out all the options. There are not currently any blood tests that help in
diagnosing individuals with OCD, but much research is underway.
There are several standardized interview methods available to help doctors
diagnose OCD. "The most common is the Structured Clinical Interview for DSM-3-R
(SCID) and the Anxiety Disorders Interview Schedule (ADIS-R)" (Rachman, 1985). The
ADIS-R focuses on the symptoms and may be used formally as well as informally. An
example of the questions asked on the ADIS-R is on table 1.1.
Another helpful strategy for gathering information about symptoms is the YaleBrown Obsessive Scale Symptom Checklist (YBOCS). It is a checklist of thirty nine
obsessive concerns and twenty five compulsive rituals. The interviewer goes down the
list and asks if they are current or past experiences. Then the doctor and the patient select
three main obsessions, compulsions, and avoidance behaviors to focus on and treat. For
diagnosing children using this checklist the parents would be significantly involved.
Some doctors may start out by asking the child questions in a language that they
may understand. Some of the question might be:
•

Do you have worries or thoughts, images, feeling, or ideas that bother you?

\0

Table 1.1: This is only the first set of two sets of questions. The questions can be asked
in any order.
1. a. Are you bothered by thoughts or images that keep recurring to you and that are
unreasonable or nonsensical, but that you cant stop form coming into you mind? This is
not the same as worrying about things that might happen. I mean things like repetitive
thoughts about hurting or poisoning someone, or shouting obscenities in public: or
horrible images such as your family being involved in a car accident.
Yes
No ----If yes:
Content: Thought,
_
Image
_
Urge
_
How often do you experience?
times per day.
How long does it last?
minutes
While you are being bothered by it, how strongly do you believe that it is true (e.g. you
have actually hit someone while driving, you will actually carry out the act, and you have
really given someone incorrect information that will harm them)?
o (not at all)-lOO (completely)
_
At times when it is not intruding (perhaps now), how strongly do you believe that it is
true?
o (not at all) - lOO(completely)
_
How does it come into your mind? (Check for beliefs about thought insertion, externally
imposed urges.)
:-:-~:__--:-------------b. Resistance. Do you try to get rid of it, or tell yourself things or use certain images in
order to neutralize it?
Yes
No -----If yes, specify: ::-----:--:--__ --::-----:------: ----::---::-__ :-:-- __ -:--:-:--c. Avoidance. Do you avoid certain situations or objects because they might trigger it?
Yes
No
----If yes, specify: :-:--:---:-:- __ -=------::--:--:----:-_
Do you have other people do things for you so that you won't have to be in contact with
certain situations or object?
Yes
No ---------d. Distress/Social Problems. How much are you bothered by these thoughts/ how do they
affect your life?

l\

•

Do you have to check things over and over again?

•

Do you wash you hand a lot more than other kids?

•

Do you do things a certain number of times?

•

Do you collect things that others would throwaway?

•

Do things in your bedroom have to be perfect?

•

Are there certain things you have to do when you wake up or when you go to sleep?
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Treatment
Pages 13- 16

Previously it was believed that people with Obsessive-Compulsive

thoughts were

possessed by the devil, "the treatment was to expel the demons form the person's soul.
This was done through exorcisms, where the person was tortured in order to remove the
demon. The treatment was occasionally effective" (Jenike, 1998). Current treatments
include behavior therapy, cognitive therapy, cognitive and behavior therapy, relaxation
treatments, pharmacotherapy,

and medications.

Behavior therapy's goal is to modify and gain control over unwanted behaviors.
This type of therapy gives the individual a sense of control over his or her own life. The
person learns how to cope with situations. The individual is very much a part of his or her
own recovery. This type of therapy should only be done with a psychologist or someone
who has been trained in cognitive behavior therapy (Anxiety Disorder Association of
America, 2003).
"The goal of cognitive therapy is to change unproductive or harmful thought
patterns" (Anxiety Disorders Association of America, 2003). The individual learns to
separate realistic from unrealistic thoughts by examining his or her own feelings. As with
behavioral therapy the individual is involved in his or her own recovery so it provides a
sense of control.
There are therapists who use both behavioral therapy and cognitive therapy. It is
often referred to as CBT, cognitive, behavioral therapy. According to the Anxiety
Disorders Association of America this strategy provides the patient with recovery skills
that they can use for a lifetime. It helps children learn to change their thoughts and
feelings by changing their behavior. "It involves exposure or exposing the child to his
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/her fears to decrease their anxiety about it" (Kasmen, 2001). This type of treatment
should always be considered when medication is being taken.
The relaxation technique helps the individual with Obsessive-Compulsive
Disorder cope with stress. It also helps with some of the physical symptoms. It includes
techniques such as breathing re-training and exercise.
Pharmacotherapy is a treatment centers. "In these treatment centers potent 5HT
reuptake inhibitors are given" (Aronson, 2005). It is a dose above what is given to people
for depression.
Medication is probably the most commonly used treatment for ObsessiveCompulsive Disorders. For children, medication should only be considered if the child is
experiencing significant OCD. However, because OCD is such a challenging disorder,
and so are the other treatment techniques, such as behavior therapy, medication is usually
the sole treatment. One type of medication is Anti-OCD. "Anti-OCD medications work
because they affect the brain chemical serotonin" (OCD Foundation, 2004). Serotonin is
used to help the brain cells communicate with one another. "After the serotonin is
released, the serotonin is taken back up into the cell so that it can be used again. Each
Anti-OCD drug interferes with the serotonin being recycled once it has been released.
This allows serotonin to spend more time outside the cell, where it continues to affect
neighboring cells" (OCD Foundation, 2004).
It is still unclear why it reduces OCD. The Anti-OCD medication only controls
symptoms. When the medication is stopped the symptoms usually will return. The dosage
of Anti-OCD is on an individual basis. The smallest amount of medication is always the
best, especially for children. Anti-OCD is not a "quick fix"; if a person is taking
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medication it is recommended that they also be involved in another form of treatment. It
may take up to two or three months for improvements to show. No two children are the
same, so it is possible that a child may not respond to the medication at all. The side
effects, if any, will very on the individual child. Not every Anti-OCD drug has been
approved by the Food and Drug Administration (FDA) for the use in children. "There are
only four Anti-OCD medications currently approved. They are clomipramine also called
(Anafranil), fluoxetine (prozac), fluvoxamine (Luxox), and sertraline (Zoloft)"
(Obsessive-Compulsive

Foundation, 2005).

Anafranil, a clomipramine drug, was the first Anti-OCD medication to become
available. It is the medication that has had the most studies in children with OCD. Before
coming to the United States, it was first available in Europe, where it was successful.
"Not only does a Clomipramine drug affect the brain chemical serotonin like all other
Anti-OCD drugs, it also affects the brain chemicals norepinephrine, histamine,
acetylocholine, and dopamine" (Obsessive-Compulsive

Foundation, 2005). This drug has

many side effects. The most common side effects are sleepiness, dry mouth, or
constipation. If a child becomes too sleepy when on this medication the doctor will lower
the dosage. It also has potential to cause irregular heartbeats. That is why it is common
that the doctor will ask the child to have an electrocardiogram (ECG) done to insure that
the child's heart beat is normal. For more information visit http://www,ocfoundation.org/.
Even though Prozac is not specifically approved for use in treating childhood
OCD, it is usually prescribed because it has few side effects and doctors are comfortable
prescribing it. It has been FDA approved for use in children. "This type of medication
only affects the brain chemical serotonin" (Obsessive-Compulsive

Foundation, 2005).
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Luvox is prescribed to children because they have been able to take it without
experiencing many side effects. The only side effects that have been documented are
upset stomach, rash, headache, jitteriness, or insomnia.
Zoloft only effects serotonin. Most children are able to take Zoloft without
experiencing any side effect, but some children may experience upset stomach,
nervousness, or insomnia. "It is similar to other medications such as Citalopram,
Escitalopram, Fluoxetine, Fluvoxamine, and Paroxetime" (Obsessive-Compulsive
Foundation, 2005).
Often medication is the preferred form of treatment for OCD because it the easiest
and quickest form. It takes less time to administer medication than it does to go and
participate in a therapy session. Medication should never be taken as the only treatment
for Obsessive-Compulsive

Disorders. It should be taken with either a type of behavior

therapy, cognitive therapy, or a mixture of both. Combining treatments is the most
beneficial treatment for OCD.
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What Teachers Can Do
In the Classroom
Pages 17-19

It is very important that once a child is diagnosed with Obsessive Compulsive
Disorder that the teacher remains in contact with parents and others that are providing
treatment to the student. "The teacher should provide accommodations for the student's
compulsions as much as possible" (Schlozman, 2002). In the beginning stages of
treatment the child will most likely have difficulty focusing during class time and during
classroom activities. A teacher should be careful not to single out the child and help the
student while still being able to maintain control over the rest of his or her classroom. It is
the teacher's job to make the student feel as protected and comfortable as possible.
Some suggestions for teachers working with children with Obsessive Compulsive
Disorders would be to first and most importantly accommodate situations and behaviors
that the student has no control of. The teacher should try to be sensitive to the
psychosocial needs of the student and understand that they at this time may have low self
esteem. One strategy to assist the student with OCD in the classroom could be to make
the classroom psychologically safe for all students. Therefore, when developing
classroom rules, one rule could be no teasing and another could be to use appropriate
language. Another suggestion would be to educate the other children. Let them know
what is going on with the student with OCD. Children make fun of others because they
do not understand their differences, so educating those about the different disabilities or
disorders will in turn eliminate teasing.
The teacher should always monitor change in the student with OCD. Teachers
should look for side effects of treatment or medication that the child has been taking. The
teacher should also look for treatments that are showing positive side effects and let a
family member know. It is important to always document everything that the teacher is
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seeing. The teacher should praise the child when they have done something correctly and
try to encourage the student and build their confidence.
Making accommodations to the curriculum for the student is not necessary, unless
the student has an Individualized Education Program (lEP). However, it is the teacher's
job to provide the appropriate education to all children and if modifying some of the
curriculum will make the curriculum more appropriate for that student, then that is what
the teacher should do. Some of the modifications a teacher can make are flexible due
dates or times, reduction in assignments and homework load, and social skills training.
Social skills training can benefit the entire class, so it does not hurt to make it part of the
class's everyday curriculum.
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fPossi6fe Schoof Interventions

•
•
•

•
•
•

•
•
•
•

•
•
•
•

•

oeD

Keep in mind that much ofthe student's
attention and working memory may be
taken up by obsessions and there may be
little left over for work tasks
If the student repeatedly erases and
rewrites, tape record work or have himlher
use a computer, provide copies of notes or
an outline
Testing - allow breaks during tests, extra
time to complete tests or untimed tests, oral
tests, write answers rather than filling in
circles, provide a quiet place for taking the
test, use letters rather than numbers if
numbers are a problem
Have flexible timelines for assignments
Decrease the amount of work - allow every
other problem, for example
Break up large amounts of reading or tape
record the material
Break larger assignments into smaller
segments and grade each separately
Try to avoid open-ended assignments such
as having the student pick a topic to
research, as this may cause additional
stress of decision making
Adjust homework, since evenings may be a
very stressful time
Lateness and slowness are issues -let the
student know what the parameters ofthe
assignment are (e.g., does spelling count or
not); give a time limit and accept what the
student finishes
Give the student with OCD hislher
materials or paper first (avoid fears of
"contamination")
Provide a separate set of books for at home
Cover the material already read or allow
the student to use a marker to cross it out to
avoid repetition
Allow use of a computer and/or calculator
if helpful to the student
Redirect the student rather than
consequating for repetitive behaviors

•
•

•

•
•
•
•
•
•
•

•
•
•
•
•
•
•

•
•
•

Reward successes but avoid punishing failures
Arrange for appropriate escapes if the student
needs to leave the room - have a private signal
the student can use if he/she is becoming overly
anxious, seat the child near the door for
unobtrusive exits, seat the child near peers who
can ignore repetitive behaviors
Keep the number of folders, notebooks, etc. to a
minimum
Provide extra transition time between classes or
activities
Be flexible on bathroom breaks - deciding
whether or not to ask may be an additional
problem for the student
Teach stress management, relaxation
techniques
Work on increasing self esteem
Teach social skills - peer relationships are often
difficult for students with OCD, as they may be
stressed trying to hide their symptoms
Help the student identify activities he/she
enjoys to ease social situations
Identify a "safe" resource person the student
can talk with when stressed
Teach social communication skills
If appropriate, use tokens to limit the number of
repetitions, bathroom breaks, etc.
Don't tolerate teasing or bullying by other
students
Accept work that is not perfect; avoid
reinforcing perfectionism
Assist the student to deal with change foreshadow, and try to keep the schedule as
consistent as possible
Gradually set time limits for the student
Keep in mind that students with OCD may be
slow workers, but aren't necessarily slow
learners
Be flexible with scheduling, especially since
mornings are stressful for these students.
Consider a later start, scheduling high demand
classes for later in the day, and so on.
Working with the therapist, consider cognitivebehavioral interventions such as errors in
thinking
Conduct an FBA to determine
antecedents/triggers for the behaviors of
concern.

Conclusion
Pages 20 - 22

"Nearly all children go through phases in which certain rituals become
prominent" (Frueling, 2004). Obsessive- Compulsive Disorder can only be considered a
disability or a disorder when it interferes with day to day life, or when the rituals cause
extreme stress on the child. There are many other disorders that are similar to OCD. They
include Schizophrenia, Autism, eating disorders, and phobic disorders. "These disorders
produce symptoms that are similar to the symptoms associated with OCD" (Frueling,
2004). OCD is hard to diagnose because of this fact and it is sometimes even
misdiagnosed.

So it is important to identify which disorder the child is suffering from

and provide the appropriate treatment. In some cases an individual may have more than
just OCD. They may have a second disability. In this case it is crucial to properly identify
both disorders and look at all treatment options that would help treat both disorders.
According to Tamar E. Chansky there are "four stages of life" with OCD. The
first stage is noticing that something is going on and help is needed. If it is a child they
may not understand or realize that something is wrong, so it is up to the parents/
guardians or teachers to recognize the problem. The second stage is beginning treatment.
It is during this stage that different types of treatment are considered and tested. The third
stage is mid- treatment. During this stage the person or child, parenti guardians, teachers,
and physician take a look at the progressions and determine whether the treatment is
helping or not. The last stage in maintaining what works. Once the appropriate treatment
is found it is important that the treatment is continued or maintained.
Students with mental health or OCD diagnosis are not automatically qualified for
special education. Under the Individuals with Disabilities Act (IDEA) an Individualized
Education Program (IEP) team cannot make DSM-4 diagnosis, only a physician can.
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However, the physician cannot identify a child as having special education needs under
IDEA. If a child is diagnosed and does not qualify for special education under IDEA, the
school may serve that child in a regular education classroom while using a 504 Plan,
which allows children to receive services without being classified as a special education
student.
Remember there is always a way to get help. The individual can talk to a doctor
or can call1-88-88-ANXIETY.

(1-888-826-9438). If the person calls this number it is

free and they can get free information about OCD mailed to them. The individual can
also visit the National Institute of Mental Health (NIMH) at their website
http://www.nimh.nih.gov,

or write to them at ...

National Institute of Mental Health
6001 Executive Boulevard
Room 8184, MSC 9663
Bethesda, MD 20892-9663

For more information an individual can also contact
Anxiety Disorders Association of America
8730 Georgia Ave. Suite 600
Silver Spring, MD 20910
(240) 485-1001
http://www .adaa.org

Freedom from Fear
308 Seaview Ave.
Staten Island, NY 10305
(715) 351-1717
http://www.freedomfromfear.com

Obsessive Compulsive (OC) Foundation
337 Notch Hill Road
North Brandord, CT 6471
(203) 315-2190
http://www .ocfoundation.org

2.,

American Psychological Assoc.
750 1st St., NE
Washington, DC 20002-4242
(202)336-5510
http://www.apa.org

Association for Advancement of Behavior Therapy
305 7th Ave, 16th Floor
New York, NY 10001-6008
(212) 647-7890
http://www.aabt.org
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Most people experience feelings of anxiety
before an important event such as a big
exam, business presentation, or first date.
Anxiety disorders, however, are illnesses
that fill people's lives with overwhelming
anxiety and fear that are chronic, unremitting,
and can grow progressively worse. Tormented
by panic attacks, obsessive thoughts, flashbacks of traumatic events, nightmares, or
countless frightening physical symptoms,
some people with anxiety disorders even
become housebound. Fortunately, through
research supported by the National Institute
of Mental Health (NIMH),there are effective
treatments that can help.

«
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How Common Are Anxiety
Disorders?
Anxiety disorders, as a group, are the most
common mental illness in America. More
than 19 million American adults are
affected by these debilitating illnesses each
year. Children and adolescents can also
develop anxiety disorders.

What Are the Different Kinds of
Anxiety Disorders?
• Panic Disorder-Repeated episodes of
intense fear that strike often and without
warning. Physical symptoms include chest
pain, heart palpitations, shortness of
..breath, dizziness, abdominal distress,
feelings of unreality, and fear of dying.
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• Obsessive-Compulsive DisorderRepeated, unwanted thoughts or compulsive
behaviors that seem impossible to stop or
control.

• Post-Traumatic Stress DisorderPersistent symptoms that occur after
experiencing or witnessing a traumatic event
such as rape or other criminal assault, war,
child abuse, natural or human-caused disasters,
or crashes. Nightmares, flashbacks, numbing of
emotions, depression, and feeling angry, irritable
or distracted and being easily startled are
common. Family members of victims can also
develop this disorder.

• Phobias-Two major types of phobias are
social phobia and specific phobia. People with
social phobia have an overwhelming and
disabling fear of scrutiny, embarrassment, or
humiliation in social situations, which leads
to avoidance of many potentially pleasurable
and meaningful activities. People with specific
phobia experience extreme, disabling, and
irrational fear of something that poses little
or no actual danger; the fear leads to
avoidance of objects or situations and can
cause people to limit their lives
unnecessarily.
• Generalized Anxiety Disorder-Constant,
exaggerated worrisome thoughts and tension
about everyday routine life events and
activities, lasting at least six months. Almost
always anticipating the worst even though
there is little reason to expect it; accompanied
by physical symptoms, such as fatigue,
trembling, muscle tension, headache, or nausea.
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